The project' that I wish to describe in this paper arose from an earlier study which showed that more than half a random sample of hospital patients felt they had difficulty in getting information while they were in hospital (Cartwright 1964) . Having demonstrated the inadequacy of communication between hospital staff and many patients, we became more ambitious; wewantedto find out how communication could be improved. We were unsuccessful; but we believe the history of our failure and the lessons learnt from it are relevant and helpful towards finding a more successful solution of the problem.
the autumn of 1964.
(2) Discussion of the survey results with the hospital staff.
(3) Introduction of specific action aimed at reducing communication difficulties. (4) Interviews with a second similar sample of patients to compare their responses with those in the first survey, planned for the autumn of 1965.
We hoped to show improvements between the first and second surveys. The criterion we used to judge the efficiency of communication was the degree to which the patients themselves were satisfied with the information they were given.
1This study was carried out at the Institute of Community Studies by Hazel Houghton. Her detailed report is published in 'Problems and Progress in Medical Care, Third Series' by the Nuffield Provincial Hospitals Trust who financed the study
We considered it possible that discussing the results of the first survey with the staff might produce changes in attitudes and behaviour which would reduce problems even without any changes in hospital organization or procedure. To study this we introduced a control hospital, Y, in which two interview surveys and feedback of results were planned, but no action.
We planned to carry out the second surveys about one year after the first, and to allow for the possible effect of changes over time we included a third hospital, Z. Here there would be no feedback and discussion of results with the hospital staff, no remedial action, only the two surveys.
The hospitals taking part in the study did so voluntarily. All three were general hospitals each serving a county town and a surrounding rural area. They were not specially selected; the main consideration was their willingness to participate. During the first phase of the study no decision was taken as to which should be the experimental hospital and which the two controls.
The surveys were restricted to maternity patients having their first baby. The names of one hundred such mothers were drawn consecutively from the discharge lists at each of the three hospitals. Altogether 92% of the mothers chosen were interviewed. Briefly, the main points from the first series of interviews were that 90% of the mothers said that on the whole they were satisfied with their hospital care, but 46% of them would have liked more information or fuller explanations.
From the point of view of our study design the problem was the emergence of significant differences in attitude between the patients from the three hospitals. While only 28 % of patients from hospital X said they were unable to obtain the information they wanted, 37% of patients from hospital Y said this and 46% of those from hospital Z. Answers to other questions about 36 11 561 communication and other aspects of hospital care also showed more dissatisfied patients in hospital Z. This meant that our study design had to be modified as it depended upon an initial similarity between the three hospitals.
An additional survey was interposed in both the experimental and control hospitals to give a measure of change over time within the same hospital. A separate control for change over time was therefore no longer needed and hospital Z, where the results differed most markedly from the other two, was left out after the initial survey results had been reported and discussed with the staff there.
The additional surveys in hospitals X and Y were carried out twelve months after the first survey and we used the same interviewing and sampling procedures except that only fifty patients from each of the two hospitals were included. No results were reported to the staff until after the second survey. We hoped for little difference between the first and second surveys, although we thought there might be a slight improvement over time. In the event the proportion of patients who were satisfied with the information they were given rose in hospital Y from 54% in 1964 to 70% in 1965 and fell in hospital X from 65O% to 500%.
The second survey of hospital X patients also revealed more 'other criticisms' -as distinct from criticisms of communicationthan the first. As there was no obvious explanation of these differences we decided to proceed with the study as planned.
At this stage we had to decide which of the two hospitals X or Y should be designated the experimental one and which the control. We tossed a coin and X became the experimental hospital. This was the one which, on the question of communication, had come out best of the three in the first survey but less well than the control hospital in the second. Short reports on the surveys, similar in outline, were sent to all three hospitals, each hospital being given only the data relating to its own patients. The report for the experimental hospital concluded with some tentative suggestions about ways in which communication might be improved. One was that staff might wear identification labels, a second that some straightforward information might be given in an information booklet. Thirdly it was suggested that the responsibility for giving information and answering questions might be more clearly defined and perhaps reallocated. Traditionally, the ward sister has been regarded as the most appropriate person to give information, but there are many competing demands on her attention. The sugges-tion was that the senior staff might try delegating part of the task of answering patients' questions to other staff members who could regard it as one of their primary duties. The idea was not that anyone should be deterred from answering questions in the course of his work but rather that there should be an additional, clearly recognized and more accessible source of information to fill the gaps and meet the reticent half way.
The report and the suggestions were discussed at a meeting between four of the senior members of the maternity staff and the hospital secretary. The first two of the suggested measures were adopted but not the third. The hospital staff felt that responsibility for giving information ought to remain the sister's. But in the booklet they included a section 'Asking Questions' inviting patients to ask the staff whatever they wanted to know. 'Of course you want an answer to all your questions, SO ASK. Don't be shy; don't think everybody is too busy; it is part of our job to answer questions.'
No suggestions for action were included in the report to hospital Y. Twelve people came to the discussion meeting which culminated in a serious debate about whether the staff should agree to the hospital acting as a control, as this meant withholding action on the report for some time. Somewhat reluctantly the staff in the end agreed to accept a delay, persuaded by the hope that the research might in the long run benefit more patients than the few who would have felt an immediate short-term advantage at hospital Y.
In the autumn of 1966 a third sample of patients -100 from each of hospitals X and Ywas interviewed to test the success of the experimental regime.
In the experimental hospital X there was no evidence of any improvement in communication. Answers to questions were similar to those on the first survey at this hospital. On the other hand there was a marked increase in the amount of dissatisfaction expressed by patients about other aspects of their care. Predominantly critical answers by patients describing their main impressions of hospital were more than twice as common in 1966 as in 1964.
In hospital Y there was an improvement in communication between 1964 and 1966; but the additional survey in 1965 shows that the difference occurred between 1964 and 1965 and cannot be attributed to the discussion of the survey results.
Thus the attempt to show an improvement in communication failed. No increase in the proportion of 'satisfied' patients was evident. There are a number of possible reasons for this failure. Perhaps the action taken to bring about change was insufficient or misdirected; perhaps it was appropriate but vitiated by other circumstances affecting the hospital situation; perhaps the problem itself changed from one period of the study to the next, in that patients became more demanding. Another possible weakness may be the method of evaluation; there may have been an improvement which our indices did not record because they were inappropriate or insufficiently sensitive.
I think it probable that all these possibilities contributed something to the failure, but that the two most important were the 'other changes' in the hospitals and the superficiality of the action taken.
Looking first at the other changes that took place, the reduction in the length of stay was probably the most relevant. In hospital X the proportion of patients in the sample who stayed in hospital for less than six days rose from 18% in 1964 to 30% in 1966 and the trend was probably more marked for multiparae. Although the survey showed no direct association between very short stay and communication problems, the increased turnover which goes with short stay could obviously have an indirect effect in that it increased the work load for the staff. In 1964, 47% of the patients in our sample in hospital X said they got most of their information from a sister; in 1965 the percentage was 29 and in 1966 only 23. Discussing this, the sisters themselves said they had been spending less time in the wards and more in the office during the later period largely because of the arrangements for early discharge.
This links up with my final point and main conclusion, namely, that discussion of this problem, feelings of interest and goodwill, and relatively superficial actions are not enough to overcome the many barriers to adequate communication between patients and doctors.
Most patients are diffident about asking questions when doctors and nurses are busy. At the same time it is tempting for hospital staff to assume that if patients want explanations and information they will ask for them. There is therefore, in sociological jargon, a basic misunderstanding in the minds of both patients and staff of each other's role in this two-way process of communication.
What seems to be needed is a formal definition and recognition of roles, in the same sort of way as responsibility for ensuring that patients get the right drugs is allocated, accepted and delegated.
Personally I do not feel that this ought to be the sister's responsibility, except perhaps in maternity wards. I believe the ultimate responsibility should be the consultant's but that he should delegate this in respect of individual patients according to his judgment. Upon whom the delegated responsibility would fall would depend on circumstances, on the personality of the particular patient, and upon the suitability and sympathetic understanding of individual members of the hospital staff.
Delegation of responsibility should be precise, incapable of misunderstanding, and clearly known to all concerned with the care of the patientincluding of course the patient himself. The selected staff member would make a particular point of getting to know the patient; it would be his responsibility to ask the patient about any problems or queries and to explain that questions should normally be addressed to him but that in his absence other staff would do their best to help. This kind of arrangement could provide a valuable part of the house officer's training.
It seems to me that the great value of this failed experiment is that we have shown that it is not enough for doctors and nurses to be aware of this problem and sympathetic to it. They must also recognize that a more formal definition of responsibility is needed.
Dr David Cargill (St Peter's Hospital, Maldon, Essex)
Communication between doctors and patients may be considered under three headings:
(1) Spreading the good news that people would be well advised to consult one. When done by people other than doctors this is known as advertising, and the only formal instruction I ever received on the subject was during a single lecture on the functions of the General Medical Council when we were told that advertising was not done, only to find out in a very short time that it was. The important thing is to discover for oneself what the GMC will stand for; this can be summarized as everything but posters, circulars, classified and display ads, and slides in the local cinema.
(2) Getting the patient's history. We had plenty of formal instruction and practice in writingthose tremendous screeds in which the trees almost totally obscured the wood. Nothing, we were assured, was irrelevant and woe betide us if the Registrar discovered that in clerking the case of a motor accident victim we had omitted to note the date of her first period, even if she.
